(uCEcVED FOR PUBUCATION FEBRuARY 3, 1955) Mandibulo-facial dysostosis has been described with increasing frequency in recent years. Once known it is readily recognized and may be more common than is sometimes imagined.
We describe in this article a case seen in a newly- A post-mortem examination showed that the body was that of a poorly nourished male child. The brain was of normal size and showed no notable external abnormality: the lungs showed extensive patchy basal collapse with a few areas of consolidation; there was no evidence of inhaled material in the trachea or main bronchi. The pericardial sac and the heart were normal; liver and spleen and intestinal tract were normal; there was no lesion in the gall bladder, pancreas, adrenals or kidneys; the ureters were patent and the bladder normal in size.
The head and neck were fully dissected. Abnormalities similar on both sides were revealed. The zygomatic bone and zygomatic process of the temporal bone were absent (Fig. 3) , but the maxilla, as well as completing the margin of the orbit, also provided a inferior dental, posterior superior dental and middle meningeal branches, petered out before it reached the pterygo-maxillary fissure. The lower surface of the palate was supplied by the posterior superior dental vessel, while the nasal cavity received blood from a vessel which arose from the maxillary artery near the origin of the inferior dental artery, ran along the lower border of the lateral pterygoid muscle, entered the pterygo-palatine fossa from behind and finally ran up to and through the sphenopalatine foramen into the nose. The infra-orbital (Franceschetti and Klein, 1949) . After reviewing many of the published cases and describing several others, these authors recognized, as did Mann and Kilner (1943) , that the essential lesion was a hereditary maldevelopment of the maxillary process and mandibular arch, and with the data gleaned from clinical and x-ray examination, concluded that the cause of this congenital abnormality was 'an inhibitory process occurring towards the seventh week of the embryonic life and affecting the facial bones deriving from the first visceral arch'. They assumed the aetiology to be 'a disturbance of the organization center '. Hovels (1953a) According to Keibel and Mall (1910-12) , the ARCHIVES OF DISEASE IN CHILDHOOD normal development of the arteres derived from the first aortic arch is as follows (Fig. 6 ): Three arteries are produced from the first aortic arch: (1) the supra-orbital, later to become the middle meningal artery, (2) the infra-orbital reprqsenting the maxillary and (3) the mandibular or inferior dental. With associad with the absence of the stapedial than for either of the other two first arch vess. Could the development of these vessels not be as shown in Fig. 7 A fresh suggestion regarding the cause of the abnormality is put forward, based chiefly on the arterial abnormalities present in this case, viz. that a defect of the stapedial artery causes maldevelopment not only in its own field of supply but also in the region of the first visceral arch whose vessels the stapedial artery normally supports during the critical phase between the disappearance of the first aortic arch and the full development of the external carotid artery, just after the formation of the primitive face.
The normal development of the arteries in and near the first visceral arch is reconsidered and modified.
